Sir,

Demodicidosis is one of the rare cutaneous infections affecting the face. It is characterized by pruritic, erythematous, papulopustular lesions. Its causative organism is the *Demodex* mite. It can have variable presentations, e.g., pityriasis folliculorum, rosacea-like demodicidosis, or demodicidosis gravis. Here, we present a case of facial demodicidosis and describe its management.

A 28-year-old male presented with the chief complaint of itchy, red, papulopustular eruptions on the central part of the face for the last 4 months. He had been treated with fluconazole, doxycycline, and azithromycin but without any response. There was no history of photosensitivity or flushing episodes. There was no history of pets in the house. Routine general physical examination was normal. On cutaneous examination, the central part of the face was mainly involved, with mild involvement of the external ear. The lesions were erythematous papulopustular eruptions with mild scaling \[[Figure 1](#F1){ref-type="fig"}\]. There were no telangiectasia, and hair, nail, eye, and mucosal surfaces were normal. Routine hematological examination was within normal limits. Scale scrapings were examined under low-power microscopy after maceration with 40% KOH. No fungal elements were seen but *Demodex* mites were detected. Subsequently, more skin surface scrapings were taken from different affected sites and almost all samples showed the elongated bodies of the *Demodex* mite (five or more in a single low-power field). With these findings, the diagnosis of demodicidosis was confirmed and the patient was advised a single oral dose of ivermectin 12 mg and daily application of topical metronidazole gel. After a few days, the pustules started to subside. However, the response was slow and so the patient was put on daily oral metronidazole. Rapid recovery was achieved with oral metronidazole therapy. Subsequent follow-up evaluation showed excellent control of the disease and repeat skin scrapings were negative for *Demodex* mites.
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The causative organism of demodicidosis is a saprophytic mite that usually resides in the human pilosebaceous unit. This mite belongs to family Demodicidae of class Arachnida in the order Acarina.\[[@ref1]\] The prevalence of infestation with *Demodex* mites is highest in the 20--30 years age-group, when the sebum secretion rate is at its highest.\[[@ref2]\] The infestation may be clinically inapparent but under favorable circumstances these mites may multiply rapidly, leading to the development of different pathogenic conditions such as suppurative or granulomatous skin reactions resembling suppurative folliculitis, rosacea, or perioral dermatitis.\[[@ref3]\]

Our patient was in good health, with no signs suggestive of any kind of immunosuppression; this is in contrast with earlier reports, which have suggested that there is an association between demodicidosis and some kind of immunosuppression, e.g., HIV, leukemia.\[[@ref4]\]

Our patient responded rapidly after oral metronidazole for few weeks. It has been suggested that metronidazole acts on the mite through one or more of its active metabolites formed *in vivo*.\[[@ref5]\]

To summarize, demodicidosis should be considered in the differential diagnosis of recurrent or recalcitrant facial eruptions. Correct diagnosis, which is imperative for proper treatment, can only be made by finding extrafollicular *Demodex* mites in the KOH examination, skin surface biopsy, skin biopsy specimens, or a combination of these.
